I n 1990, the WHO ranked psychiatric disorders second only to ischemic heart disease as the leading cause of disease burden in Western societies and projected that psychiatric disorders will increase from 10.7% to 15% of the total disease burden by the year 2020 (1) . To effectively understand and respond to this trend, we require comprehensive research into the risk and protective factors, as well as therapies.
Recent research into the relation between religion or spirituality and depression has concluded that there is a modest but significant association between higher religious commitment and lower levels of depression (2, 3) . There is less literature about anxiety disorders, and a recent summary revealed a mixture of positive, negative, and neutral outcomes with no overall direction of association (4) . In contrast, the relation between religion and addictive disorders is consistent, with higher religious commitment associated with lower substance use or abuse (5, 6) . This is usually attributed to religious prohibition of excess substance use and to the presence of antiabuse peers, provided these influences occur within a nurturing and supportive religious context (5).
Historically, there was no strong distinction between religiousness and spirituality. The past 40 years in the Western world have seen an increased interest in spirituality as a concept separate from religion (7) (8) (9) (10) . Religiousness can include personal and institutional beliefs along with institutional practices, such as attending worship services, and usually reflects conformity and adherence to a basic set of tenets and proscribed behaviours. Religiousness also has a component of social reinforcement (9) . Although spirituality may be expressed within or as part of a religious tradition, it is often associated with a more personal experience of the transcendent or with acceptance of a higher power. It may also be understood as a more individualistic process that emphasizes self-expression (7, 9, 11) . Thus spirituality can have a much less traditional connotation, especially for individuals not involved in, or who drop out of, a religious tradition (7, 11) . Spirituality can also be thoroughly individuated, independent of any human relationships or social support (9) . Individuals seem readily able to describe themselves as spiritual and not religious, religious and not spiritual, both, or neither (8, 12, 13) . They may also endorse spiritual needs and place importance on spiritual values without a consistent understanding of what spirituality means to them (7) . Attributes that differ between religion and spirituality could have implications for mental heath, but the meaning, if any, to mental health of identifying oneself as distinctly spiritual or both religious and spiritual is just beginning to be explored (12, 13 
Method

Data Collection
The CCHS 1.2 is a cross-sectional survey that collected information related to mental health and well-being for the Canadian population aged 15 years or older and living in private dwellings between May and December 2002 (14, 15) . Further information on the survey is available in an overview report published by Statistics Canada (14) . The public use micro data file used for these analyses contains responses from about 37 000 individuals (15) .
Study Measures
Twelve-Month and Lifetime Psychiatric Disorders. Mental disorders for Cycle 1.2 were diagnosed with the DSM-IVbased WMH-CIDI, with some modifications (16) . Of respondents, 12.2% reported suffering from lifetime major depressive episode and 4.8% reported suffering from a 12-month major depressive episode; 2.4% and 1.0%, respectively, reported manic episode; 3.7% and 1.5%, respectively, reported PD; and 8.1% and 3.0%, respectively, reported social phobia. For alcohol dependence (score of 3 or more DSM-III-R criteria) and drug dependence, only 12-month data were available. Of respondents, 2.6% reported alcohol dependence, and 0.8% reported drug dependence.
Worship Frequency and Spiritual
Values. The frequency of worship attendance was used as a measure of organizational religiousness (10) . Worship frequency ranged from 1 = never to 5 = once weekly or more (mean 2.8, SD 1.6). There was one screening question: "Do spiritual values play an important role in your life?" To this question, 36.6% (n = 13 527) responded "no" and 62.5% (n = 23 111) responded "yes." Those who responded positively were then asked about how they made use of spiritual values:
1. To help find meaning in life.
2. For strength in dealing with everyday difficulties.
3. To help understand life's difficulties.
Because the correlations among these 3 variables were high (r = 0.96 to r = 0.97, P < 0.0005), we combined the answers with the responses to the initial screening question to form a single spiritual values variable with quartiles of 1 = none to 4 = high (mean 2.39, SD 1.22). Statistics Canada used the importance of spiritual values in providing meaning, strength, and understanding to assess components of spirituality (9, 10) . The correlation between worship frequency and spiritual values was r = 0.55 (P < 0.0005).
Covariates. Age was recorded in 14 groups of 5-year blocks ranging from ages 15 to 19 years to age 80 years and older (mean 6.39, SD 3.5; that is, mean age 40 to 44 years). Of participants, 49.2% were male (n = 18 178) and 50.8% were female (n = 18 806); 52.4% were married (n = 19 351); 9.3% were common law (n = 3451); 12.8% were separated, widowed, or divorced (n = 4736); and 25.4% were single (n = 9396). Education ranged from 1 (representing less than secondary education) to 4 (representing graduation from a postsecondary school) (mean 2.77, SD 1.28; that is, the average respondent completed some secondary education). Household income ranged from 1, indicating "no income" to 6, indicating an annual income of "$80 000 or greater" (mean 4.51, SD 1.25; that is, a mean income of $40 000 annually). Participants reported whether they had any of 22 nonpsychiatric chronic conditions (range 0 to 21; mean 1. 
Statistical Analyses
We summarized the data by range, mean and SD (continuous), and frequencies and percentages (categorical). We examined the relations between sociodemographic variables and either worship frequency or spiritual values with Pearson correlation coefficients (continuous) and ANOVA (categorical).
We used logistic regression models to determine the lifetime odds of psychiatric disorders and we determined past or current disorders by multinomial logistic regression analysis using "never had a corresponding psychiatric disorder" as the reference category. To account for the covariance between the 2 variables, we entered worship frequency and spiritual values in the model together. After adjusting for covariates, we calculated adjusted ORs and 95%CIs of worship frequency and spiritual values for each of the psychiatric disorders. To handle missing values when exploring bivariate and multivariate relations, we used available case analysis (18) . We performed statistical analyses separately for each of the psychiatric disorders. We applied the Bonferroni correction for multiple tests with a significance level of P < 0.005. All estimates were weighted. We performed statistical analysis with SPSS for Windows, Release 12.0.0.
Results
Demographics Associated With Worship Frequency and Spiritual Values
There were significant associations between sociodemographic variables and both the frequency of worship and the strength of spiritual values (Table 1 ). There was a strong and positive relation between both worship frequency and spiritual values and older age, higher education, and greater social support, whereas there was an inverse association with income. Female respondents had higher worship frequency and spiritual values, compared with male respondents. Married individuals had significantly higher levels of worship frequency, and participants who were separated, divorced, or widowed had the highest level of spiritual values. There was no association between either worship frequency or spiritual values and chronic conditions. Table 2 shows the adjusted associations of lifetime psychiatric disorders with worship frequency and spiritual values. More frequent worship attendance was associated with lower odds of lifetime depression, mania, PD, and social phobia. In contrast, higher spiritual values were associated with higher lifetime odds of having depression, mania, and social phobia. A similar trend between spiritual values and lifetime PD was not statistically significant.
Lifetime Psychiatric Disorders Associated With Worship Frequency and Spiritual Values
Current and Past Psychiatric Disorders Associated With Worship Frequency and Spiritual Values
Since lifetime rates encompass both current and past disorders, we separated these and analyzed each. We used current disorder to refer to individuals meeting criteria for a psychiatric disorder within the past 12 months (which could be new onset or chronic). We used past disorder to refer to individuals who have had one or more episodes but did not meet diagnostic criteria for a psychiatric disorder within the past 12 months. These individuals were compared with those who had never suffered from the corresponding psychiatric disorder. These results are shown graphically in Figures 1 and 2 .
Higher worship frequency was associated with lower odds of both current and past depression, current and past mania, current PD, and current social phobia. When we adjusted for the Bonferroni correction, past PD and social phobia were not significant. Data were only available for current substance dependence; higher worship frequency was associated with both current lower alcohol and drug dependence.
The strength of spiritual values was associated with higher current and past depression, current and past mania, current and past social phobia, and past PD. Conversely, strength of spiritual values was associated with lower current alcohol dependence. Current PD and drug dependence were not significant.
Discussion
This study confirms a national Canadian population survey finding that higher worship frequency is associated with lower lifetime depression (19) ; however, we expand that We adjusted all the logistic regression models for psychiatric disorders for age, sex, education, income, marital status, chronic condition, and social support. For the psychiatric disorders, we used the reference category "never had a psychiatric disorder." We adjusted all the multinomial logistic models for psychiatric disorders for age, sex, education, income, marital status, chronic condition, and social support. The reference category for the psychiatric disorders is "never had a psychiatric disorder." All the multinomial logistic models for psychiatric disorders were adjusted for age, sex, education, income, marital status, chronic condition, and social support. finding to show associations between higher worship frequency and lower lifetime mania, PD, and social phobia (Table 2) . Conversely, placing high importance on spiritual values is associated with higher lifetime depression, mania, and social phobia ( Table 2 ). For these mood and anxiety disorders, we also examined their time of occurrence, which we separated into current (12-month) and past episodes (not currently meeting criteria). Comparing worship frequency (Figure 1) and spiritual values (Figure 2 ) and current and past disorder with the baseline group of respondents who never had the target disorder provides some ability to see the disorder stage and its relation to religion or spirituality.
The inverse association between worship frequency and depression is consistent (2,3). Our study confirms this for lifetime, current, and past depression, with and without adjustment for relevant sociodemographic, social support, and health variables. It is possible that individuals with current high levels of depression attend worship less frequently, which is consistent with the clinical symptoms of low energy and interest. Conversely, individuals who more frequently attend worship might have lower levels of depression consistent with their attendance being protective against depression. High worship frequency is similarly associated with lower lifetime, past, and current mania. The presence of mania likely reflects a BD in which depressive episodes are more frequent than manic ones; therefore, it is not surprising that the patterns are similar. Prospective data are sparse but do support the possibility of worship attendance protecting against depression. In a study of over 200 elderly medically ill men evaluated at baseline and again at Month 6, religious coping (which includes worship service attendance) was the only baseline variable that predicted lower depression scores at follow-up (20) . Personal devotion (including worship attendance) may buffer the depressogenic effect of some stressful life events (21) . To more accurately and completely answer questions about directionality, we need prospective studies in large general populations.
The results for anxiety disorders are less consistent. There are lower odds of lifetime and current PD and social phobia with higher worship frequency, but compared with mood disorders, there is only a weak association between worship frequency and either past PD or past social phobia that becomes insignificant after Bonferroni correction. Similar arguments to those for depression would apply to the negative association between current attendance and current disorders ( Figure  1 ). Panic and agoraphobic avoidance or social anxiety may prevent worship attendance, or worship attendance may be protective. However, unlike depression, the lack of association between past disorders and current attendance may possibly be attributed to the early onset of anxiety disorders, which is often at an age prior to that of depression's onset (22) .
Anxiety disorders usually begin during childhood or early adolescence when a pattern of worship attendance might not be determined by the individual but, rather, by his or her parents. An analysis of the National Institute of Mental Health Epidemiologic Catchment Area Wave II Study found no association between either lifetime PD or social phobia and church attendance after controlling for similar sociodemographic variables (23) . This is possibly because the effect size was reduced by not separating lifetime disorders into current and past disorders. There are not enough longitudinal data to clarify these relations.
High worship frequency is associated with significantly lower adjusted ORs of 12-month alcohol and drug dependence. This is consistent with prior studies that show that the members of religious groups that endorse antisubstance abuse norms have lower levels of substance abuse (5, 24, 25) .
Spiritual values are composite variables of meaning, strength, and understanding. Attaching high personal importance to spiritual values is associated with higher odds of lifetime, current, and past depression. This positive association may mean that high spiritual values produce high levels of depression or that depression leads individuals to seek spirituality. An illness can cause an individual to search for spiritual support and for answers in the face of a life-altering experience (10, 26, 27) .
Lifetime, past, and current mania is also associated with higher spiritual values. As previously discussed, mania may be a part of a BD of which depression may be a prominent feature, so its similarity to depression is expected. Endorsing very high spiritual values during a current episode of mania may reflect increased sociability, engagement, and religiosity during the episode. Religious and spiritual beliefs are reportedly important to BD patients and they shape the way in which individuals with BD conceptualize their illness; however, there is little research supporting this association (28) .
In contrast, high spiritual values are not associated with lifetime or current PD but are associated with increased odds of past PD. This may mean that dealing with the immediate physical and psychic fear of panic does not lead to a search for spiritual values at that time owing to some individuals' inward focus of anxiety or the start of a process of searching for others; thus, there is a lack of association between PD and spiritual values. There is some longitudinal evidence that religion and, possibly, spiritual values are associated with a better outcome for individuals suffering from PD who are in treatment, which is similar to the evidence for anxiety in general (29, 30) . Individuals with past panic also had high spiritual values, which suggests the seeking explanation is more likely. When past and current PDs are combined into lifetime rates, they cancel each other out (that is, results are not significant). This may explain in part the inconsistencies or lack of significance in some studies of PD and spiritual variables (24, 25) .
High spiritual values are associated with lifetime, current, and past social phobia. The same reasoning for an association between depression and spiritual values applies to the past occurrence of social phobia. Although it is unlikely that high spiritual values cause social phobia, perhaps social phobia may lead an individual to seek meaning, strength, or understanding of difficulties through spiritual values.
In a review of spirituality and addiction, Cook summarized 13 different concepts related to spirituality that are found in the addiction literature (31) . Providing a sense of meaning is one of the most common concepts. It is one concept used in our study. Placing high importance on spiritual values is associated with significantly lower adjusted ORs of alcohol dependence. This pattern differs from that observed for current mood and anxiety disorders, where endorsement of spiritual values is associated with higher levels of those disorders (with the exception of PD). When an individual is currently suffering from an addictive disorder it is unlikely that he or she has the same desire to reframe what is happening in terms of spiritual values or through worship experiences. Alternately, those individuals to whom spiritual values are important may be much less likely to have a current alcohol dependence disorder. There is no association between spiritual values and current drug dependence. This can largely be explained by the covariance with worship frequency. When worship frequency is removed from the model, the association with spiritual values becomes significant (not shown).
Our study has several limitations. Although we examined a large, nationally representative population, using wellestablished sampling procedures, inferences regarding causality are limited by the cross-sectional nature of the original study. The use of current and past diagnoses does help to provide some indirect evidence for a temporal association. The measure of organizational religion is well established but limited to one question (worship frequency). While this measure has been challenged as biased (9) , other data, including its application across different cultures, strongly support its use (10) . Measures of spiritual values are less well established. Some measures are directed at breaking down different ways respondents may endorse the 2 main concepts of religion and spirituality. Spirituality can be "considered a personal quest for understanding ultimate questions about life, meaning, and relationship with the sacred" (p 844, 27). Statistic Canada's questions do touch on these concepts but measurement is complex because some questions may actually reflect growth or outcomes that are associated with spirituality as opposed to "core" spirituality (27) . The psychiatric diagnoses were determined with the WMH-CIDI, which was developed to address the concerns of wording, comprehension, and time in the WHO-CIDI. There are, however, issues of diagnostic reliability inherent to epidemiologic surveys (32). Although a more stringent level of statistical significance was used, it is possible that the findings may be due to chance, particularly in a large data set. Ultimately, replication and longitudinal studies need to be conducted with the aim of further examining these relations.
This study reveals that worship frequency is associated with lower rates of mood, anxiety, and substance disorders. Conversely, spiritual values are associated with higher rates of mood and anxiety disorders. This may reflect the possibility that the insecurities of living with psychiatric disorders can initiate or intensify a search for meaning, strength, and understanding of life's difficulties (9, 10) . Religion or spirituality may not be as highly valued during a current psychiatric illness, but over time, these values may help individuals grow through their experiences. These observations and interpretations suggest a dynamic process that, to be quantified and evaluated, requires further research. Exploring religious and spiritual practices and beliefs has been recommended as part of a standard psychiatric history (33); however, issues of religion and spirituality may need to be revisited at various times throughout psychiatric treatment (26) . Further educating physicians and residents about religious or spiritual inquiry may initiate discourses that could enhance patient coping through potential mobilization of spiritual resources.
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Résumé : Comment les valeurs spirituelles et la pratique du culte sont liées aux troubles psychiatriques dans la population canadienne Objectif : La recherche des facteurs de risque et de protection des troubles psychiatriques peut contribuer à réduire le fardeau de ces affections. La spiritualité et la religion sont 2 de ces facteurs, mais la recherche demeure limitée. À l'aide d'un échantillon national représentatif de répondants, cette étude examine la relation entre d'une part la fréquence de la pratique du culte et l'importance des valeurs spirituelles, et d'autre part, les troubles psychiatriques et liés à une substance du DSM-IV.
Méthode : En 2002, l'Enquête sur la santé dans les collectivités canadiennes a obtenu des données sur 37 000 personnes de 15 ans et plus. Tout en contrôlant les caractéristiques démographiques, nous avons déterminé le rapport de cotes des troubles psychiatriques de durée de vie, d'un an et du passé avec la fréquence de la pratique du culte et les valeurs spirituelles comme prédicteurs.
Résultats : La fréquence élevée de la pratique du culte était associée à des risques faibles de troubles psychiatriques. Par contre, ceux qui estimaient que des valeurs spirituelles élevées étaient importantes (dans une recherche de sens, pour donner de la force, et pour comprendre les difficultés de la vie) avaient des risques plus élevés de développer la plupart des troubles psychiatriques.
Conclusion :
Cette étude confirme une association entre une fréquence élevée de la pratique du culte et des risques faibles de dépression, et étend ces résultats à d'autres troubles psychiatriques. L'association entre les valeurs spirituelles et les troubles de l'humeur, anxieux et de toxicomanie est complexe et peut refléter le recours à la spiritualité pour remettre en place les difficultés de la vie, y compris les troubles mentaux.
